INTRODUCTION
Marchiava-Bignami disease (MBD) is a rare disorder mostly associated with chronic heavy alcohol consumption. MBD is characterized by primary demyelination and necrosis of the corpus callosum (1) . The computerized tomography (CT) and magnetic resonance imaging (MRI) are helpful in diagnosis in the early stages of the disease (2) .
CASE REPORT
We report a 35 year-old woman with a history of drinking red wine and very poor nutritional status. One month before the admission the patient suddenly developed gait ataxia and slurred speech. The patient was hospitalized because she experienced acute onset vomiting and mental confusion. Physical examination showed asthenia. Neurological examination revealed dysarthric speech, lack of motor coordination and pronounced axial hypotonia. Hypotonia was presented primarily of neck musculature with the impossibility of keeping the head and achieving a vertical position, her head kept falling off the back.
Results of routine blood tests and cerebro-spinal fluid examinations were all within the normal limits. Electroencephalography (EEG) showed diffuse slow waves of 6-8 Hz without epileptiform discharge. Brain computed tomography (CT) which was performed, only in transverse plane, immediately at admission showed no significant abnormalities.
Three days later, her rapidly deteriorating level of consciousness rapidly deteriorated and she became comatose (Glasgow Coma Scale-GCS was 3) with respiratory failure that The syndrome is in most instances seen in middle-aged to elderly men drinkers (5). Our patient was a young women with acute form of MBD.
In the acute stage, the patient often has non-specific neurologic changes such as dysarthria, seizures, confusion, coma, generalized muscular hypertonia and clinic diagnosis of MBD can be difficult (6,7). All authors discussing MBD have emphasized the difficulty of making the clinical diagnosis during life because the disease is rare and its manifestations are non-specific (8) . The course of the disease in our patient was acute and presented with unusually finding such as axial hypotonia.
Magnetic resonance imaging (MRI) and computerized tomography (CT) are more useful for early diagnosis and detailed analysis of the distribution of lesions (2) . Our patient presented characteristic follow-up brain MSCT imaging, performed one month after the onset of the symptoms, and then the disease was recognized.
The most important is early recognition and detection of MBD. In the era before CT scanning and MR, MBD was confirmed almost exclusively at autopsy. Our patient had an acute form of MBD and she had a rapid course resulting in death. No standardized treatment protocols have been established in MBD. The early aggressive treatment is often associated with marked clinical improvement. Clinical improvement has been documented when using high dose corticosteroids and thiamine (9) .
In summary, MBD is a medical emergency and early recognition and early aggressive treatment are critical for a good clinical outcome. To our knowledge this is the first case of MBD presented with axial hypotonia.
.
